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What is known on the subject?
















alized	assistance	 in	 the	mental	health	services	 to	 implement	AHDs	 in	everyday	
practice.




• Obtaining	 up‐to‐date	 perspectives	 held	 by	mental	 healthcare	 professionals	 re‐
garding	 AHDs	 allows	 the	 administration	 to	 determine	 the	 aspects	 requiring	
reinforcement.
• The	implementation	of	AHDs	in	the	Spanish	mental	health	system	requires	macro‐	
and	 micro‐changes,	 both	 ethically	 and	 structurally,	 so	 that	 mental	 healthcare	












Since	then,	a	 range	of	 international	 reports	 (UN,	2014	 ;	WHO,	
2012)	 has	 identified	 cases	 of	 human	 rights	 violations	 in	 mental	





the	Council	 of	 Europe	 recommended	member	 states	modify	 their	
policies	regarding	bioethics	and	legislation	in	the	mental	health	field	
(Council	 of	 Europe,	 2009;	 European	 Parliament,	 2017)	 to	 include	
active	 participation	 in	 decision‐making	 processes	 and	 to	 regulate	















Discussion: Professionals	 find	 it	 pragmatically	 difficult	 to	 stop	 applying	 traditional	










Relevance statement: A	 better	 understanding	 of	 the	 attitudes	 of	 Spanish	 mental	
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process,	within	 the	 framework	of	 a	broader	 concept	known	as	 ad‐
vance	care	planning	(ACP).	ACP	is	defined	as	a	process	that	supports	








preferences	 of	 persons‐in‐care,	 particularly	 concerning	 treatment	
decisions	that	may	arise	that	will	affect	them	directly	although	they	
temporarily	lack	the	capacity	(construed	functionally)	at	a	time	when	















crisis	 symptom	severity	 and	coercive	 interventions,	 greater	 satisfac‐







vice	users	 to	make	decisions	 independently.	 It	has	been	discussed	
that	a	 lack	of	decision‐making	capacity	 should	be	a	necessary	cri‐
terion	 for	 involuntary	 treatment	 in	psychiatric	care,	 similar	 to	 that	
in	somatic	care.	Laws	on	involuntary	psychiatric	treatment	focus	on	
the	presence	of	severe	mental	illness,	need	of	treatment	or	danger	
to	 self	 or	 others	 but	 not	 on	 the	 patient's	 ability	 to	make	 autono‐
mous	decisions	(Sjöstrand	et	al.,	2015).	Certain	critics	of	the	imple‐
mentation	of	AHDs	 in	mental	health	uphold	 that	users	may	cause	
themselves	harm	 if	 their	 legal	 right	 to	make	a	 “bad	decision”	were	
honoured	(Cave,	2017).
In	Spain,	AHD	regulating	policies	arose	with	the	creation	of	Law	
41/2002,	 of	 the	 14	 November,	 governing	 patient	 autonomy	 and	






























and	 palliative	 fields	 show	 a	 positive	 attitude	 towards	 users’	 AHD	
but	 are	 unaware	 of	 what	 an	 AHD	 comprises	 or	 how	 to	 complete	
one	(Aguilar‐Sánchez	et	al.,	2018;	Champer	Blasco,	Caritg	Monfort,	
&	 Marquet	 Palomer,	 2010;	 Fajardo,	 Valverde	 Bolívar,	 Jiménez	
Rodríguez,	Gómez	Calero,	&	Huertas	Hernández,	2015;	Toro,	 Silva	
Mato,	Piga	Rivero,	&	Alfonso	Galán,	2013).	Furthermore,	no	study	has	








A	 phenomenological	 approach	 centred	 on	 the	 opinions	 of	 mental	
healthcare	professionals	was	applied	via	 semi‐structured	 interviews	
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2015).	 Furthermore,	 an	 inductive	 approach	was	 applied	 because	of	
the	observations	and	phenomena;	in	our	case,	the	opinions	of	mental	
healthcare	professionals	 towards	AHD	 in	Spain	could	generate	new	
knowledge	 in	 this	 particular	 field	 (Woo,	O'Boyle,	&	 Spector,	 2017).	





of	 Alicante	 (Spain)	 who	 worked	 at	Mental	 Health	 Units	 (MHUs),	
Psychiatric	Hospitalization	Units	(PHU)	or	Rehabilitation	and	Social	
Reinsertion	Centres	(RSRCs),	with	a	length	of	service	equalling	five	
years	 or	more	 in	 such	 units	 or	 services	within	 the	 public	 sector.	
Selection	was	performed	via	a	convenience,	non‐probabilistic	sam‐
pling	 method	 while	 endeavouring	 to	 achieve	 representativeness	
for	each	clinical	service.	Potential	participants	were	identified	via	
key	informants	(nursing	supervisors).	Researchers	then	telephoned	





ogists	 and	 nursing	 assistants.	 The	 participant	 characteristics	 are	
shown	in	Table	1.
2.2 | Data collection










After	providing	 introductory	 information	 regarding	 the	 inter‐
viewers’	professional	backgrounds	and	aims	of	the	current	study,	
the	 interviewees	were	questioned	on	 their	 general	 occupational	
details	(profession,	workplace	and	length	of	service).	The	study's	








The	 data	 were	 analysed	 following	 the	 6‐step	 thematic	 analysis	
framework	 by	 Braun	 and	 Clarke	 (2006).	 First,	 all	 interviews	were	
heard	 and	 reheard	 at	 least	 one	 more	 time	 using	 a	 triangulation	








relevant	 and	 provided	 significance	 to	 the	 themes	 and	 subthemes	
generated.	For	the	fifth	stage,	 the	authors	decanted	more	concise	
Interview Gender Profession Workplace
Length of ser‐
vice (years)
E01 Man Psychologist RSRC 11
E02 Woman Psychologist RSRC 10
E03 Woman Psychologist RSRC 5
E04 Woman Nursing	Assistant PHU 7
E05 Woman Nursing	Assistant PHU 12
E06 Man Psychiatrist PHU 18
E07 Woman Psychiatrist PHU 12
E08 Woman Nurse MHU 15
E09 Man Psychiatrist MHU 20
E10 Woman Nurse MHU 27
E11 Woman Nurse MHU 9
Abbreviations:	MHU	(adults),	Mental	Health	Unit;	PHU,	Psychiatric	Hospitalization	Unit;	RSRC,	
Rehabilitation	and	Social	Reinsertion	Centre.
TA B L E  1  Sample	characteristics








formed	 in	 accordance	 with	 the	 ethical	 standards	 of	 the	 institu‐
tional	research	committee	and	with	the	1964	Helsinki	declaration	
and	 its	 later	 amendments	 or	 comparable	 ethical	 standards.	 All	
candidates	were	 informed	of	the	purpose	of	the	study.	 Informed	
consent	was	 obtained	 from	all	 individuals	 included	 in	 the	 study.	







Within	 this	 theme,	 two	subthemes	were	 identified:	 lack	of	knowl‐
edge	regarding	ACP	and	AHD	usefulness.
3.1.1 | Lack of knowledge regarding advance 
care planning
The	 participants	 described	 their	 knowledge	 regarding	 ACP	 and	























a	 health	 education	 issue”	 (E07);	 “Everyone	 is	 uninformed,	 not	 just	
the	mental	health	patients”	(E06).
3.1.2 | AHD usefulness
The	 participants	 highlighted	 the	 importance	 of	 AHD	 in	 mental	
health.	One	interviewee	stated:	“It's	a	fundamental	part	of	peoples’	























































228  |     ROCÍO et al.
rehabilitation	process”	(E07)	and	another	added:	“It	is	beneficial	for	
the	patient”	(E04).








3.2 | Barriers for the practical management of AHDs
This	theme	included	three	subthemes:	(a)	empowerment	fallacy:	la‐
tent	paternalism;	 (b)	 stigma;	and	 (c)	use	of	 coercive	measures	as	a	
first	option.
3.2.1 | Empowerment fallacy: latent paternalism
The	participants	 reported	 their	 concerns	 regarding	 the	 incorpora‐
tion	of	AHDs	into	their	everyday	clinical	practice.
They	 felt	 that	 maintaining	 a	 paternalistic	 model	 would	 prove	
more	comfortable	and	make	performing	their	job	easier:	“It's	simpler	
to	do	as	you	always	do,	rather	than	looking	for	alternatives,	not	to	




cisions,	 particularly	 when	 referring	 to	 crisis	 interventions.	 Some	
participants	postulated	that	mental	healthcare	professionals	should	





















3.2.2 | Paradoxical view of the role families play
The	participants	revealed	three	types	of	family	carers:	(a)	families	
involved	in	rehabilitation	and	decision‐making	processes	in	which	
the	 patient	 is	 essentially	 independent:	 “The	 family	 that	 gets	 in‐
volved,	gives	support	and	is	present”	(E05);	(b)	families	that	defer	







those	who	 are	 overprotective,	 demanding	 or	 contrary	 to	 advance	





arose	 during	 the	 interviews.	 As	 just	 one	 participant	 explained,	
negative	 attitudes	were	 present,	 not	 only	 in	mental	 healthcare	
professionals	 but	 also	 in	 other	 specialties	 such	 as	 emergency	
staff:	
Stigma	does	exist	in	healthcare	workers,	in	fact,	there	









3.2.4 | Use of coercive measures as a first option








Nonetheless,	 the	mental	 healthcare	 professionals	 justified	 these	
measures:	 “all	 patients	 are	 against	 being	 restrained,	 yet	 when	 their	
health	 is	 in	danger,	 not	 the	 staff's	health	but	 the	patient's,	 restraint	




3.3 | Healthcare professional needs to 
implement AHDs
Within	this	theme,	three	subthemes	were	identified:	(a)	developing	
professional	 competencies,	 (b)	 necessary	 resources	 and	 (c)	 deter‐
mining	the	who,	what,	where	and	when	of	addressing	AHDs.
3.3.1 | Developing professional competencies
The	 interviewees	 expressed	 the	 need	 to	 work	 on	 their	 commu‐
nication	 skills	 and	 therapeutic	 relationships	 in	 crisis	 intervention	
situations:	“there	is	a	need	for	training	and	skills	acquisition	in	the	
management	 of	 such	 situations,	 in	 order	 to	 have	 options”	 (E01);	
“for	example	simulations”	(E11).	Among	the	skills	most	highlighted	
by	mental	healthcare	professionals	were	verbal	de‐escalation	and	





more	 successful	 clinical	 results:	 “users	 that	 have	 experienced	me‐




According	 to	 the	 interviewees,	 if	 AHDs	 were	 a	 reality	 in	 daily	
practice,	 they	would	 have	 difficulties	 honouring	 one	 of	 the	most	
common	 requests:	 not	 being	 mechanically	 or	 pharmacologically	
restrained.
Several	 participants	 considered	 that,	 to	 reduce	 restrictive	
practices,	 individual	 and	 organizational	 changes	 would	 be	 re‐
quired.	The	individual	changes	reported	were	to	improve	knowl‐
edge	and	attitudes	 to	 reduce	negative	attitudes	 towards	mental	
health	users	and	to	 improve	their	non‐technical	skills	 (as	seen	in	




Likewise,	 they	felt	 that	changes	 in	current	hospital	 infrastruc‐
ture	would	be	necessary—for	example,	an	increase	in	staffing	[“with	
more	 staff,	 we	wouldn't	 keep	 up	 the	 use	 of	 coercive	 strategies”	
(E09)]	or	a	de‐escalation	room	in	the	emergency	department	and/




3.3.3 | Determining the who, what, where and 






























point	 of	 Spanish	 mental	 healthcare	 professionals	 towards	 imple‐
menting	AHD	in	their	clinical	practice	setting.
Three	 main	 themes	 were	 identified	 describing	 situations	 that	
arose	 frequently	during	 the	 interviews:	 care	planning	culture,	bar‐
riers	for	the	practical	management	of	AHDs	and	healthcare	profes‐
sional	needs	to	implement	AHDs.
The	 idea	 that	 users	 could	 be	 involved	 in	 their	 care	 process	 is	




sionals	 and	 persons‐in‐care	 to	 collaborate	 on	 reaching	 preferred	

















preferences.	Obtaining	 such	 documentation	 is	 a	 necessary	 process	
that	takes	time,	through	conversations	with	clinicians,	 families	and/
or	surrogate	decision	makers.	Conversations	should	be	documented	
in	 medical	 records	 to	 provide	 context	 regarding	 patient	 decisions.	
Internationally,	laws	vary	concerning	the	use	of	verbal	advance	direc‐
tives	(Sudore	et	al.,	2017).
Mental	 healthcare	 professionals	 highlighted	 the	 usefulness	 of	
AHDs	 in	 cases	 such	 as	 hospitalization,	 coercive	 intervention	 and	
conflicts	with	 family	members.	However,	 despite	 their	 usefulness,	
varying	 according	 to	 circumstances,	 the	 information	 included	 in	
AHDs	 strengthens	 healthcare	 assistance	 and	 protects	 patient	 au‐
tonomy	(Srebnik	et	al.,	2005).
Second,	the	main	barrier	detected	regarding	practical	concerns	
surrounding	AHD	management	 in	 terms	 of	 decision‐making	was	
the	 prevailing	 paternalistic	 provider–user	 relationship	 (Alemany,	
2011;	 Slade,	 2017).	 Implementing	AHD	 in	 routine	mental	 health	
services	 seems	 to	 be	 a	 cultural	 and	 technical	 problem.	 The	 cur‐
rent	recovery‐oriented	emphasis	of	mental	health	models	has	mo‐
tivated	 users	 and	 providers	 to	 promote	 user	 choice,	 community	
participation	and	holistic	well‐being	(Siantz,	Henwood,	McGovern,	










tionalization	 of	 evidence‐based	 information	 regarding	 options	
and	results,	together	with	decision‐making	support	and	a	system	









Within	 the	 aforementioned	 proposals	 on	 healthcare	 rela‐
tionships,	 the	 inclusion	 of	 family	 carers	 is	 a	 necessary	 part	 of	 the	
user‐empowering	 process.	 Nevertheless,	 their	 roles	 must	 be	 con‐
sidered.	 The	 present	 study's	 qualitative	 data	 revealed	 three	 types	




and	 (c)	 overprotective	 families	 that	 hinder	 the	 patient's	 autonomy	
for	 fear	 of	 past	 experiences	 reoccurring,	 or	 new	ones	 arising,	 that	



















and	 AHDs	 could	 be	 considered	 coordinated	with	 interdisciplinary	
tasks	 requiring	 involvement	 from	 nurses,	 doctors,	 social	 workers	
and	other	healthcare	staff.	Mental	health	professionals	should	par‐
ticipate	according	 to	appropriate	criteria	 to	 inform,	educate,	 refer,	
write,	complete	and	implement	AHD.	Nurses	are	ethically	(morally),	


















of	mental	 healthcare	 professionals	 from	 the	 province	 of	 Alicante.	
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Despite	 statistical	 sampling	methods	not	being	 required	 for	quali‐
tative	research,	the	present	study	findings	are	bolstered	by	having	
reached	 data	 saturation.	 Geographical	 restrictions	 should	 be	 ad‐







care	 professionals	 towards	AHDs	was	 achieved.	 Respect	 for	 peo‐






in	 care.	 Specific	 training	 programmes	 are	 required	 to	 cover	 these	
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